Introduction
Sexually transmitted diseases (STDs) are an important public health problem in Africa. Studies have shown a high prevalence of STDs in many African countries, even among women thought to be at low risk of acquiring STDs.1A The highest prevalence of STDs is usually reported from studies of female prostitutes; however, pregnant women, women attending family planning clinics and women in the general population have also been shown to bear a significant burden of STDs. ' 5 In addition to the substantial complications which may result from STD infection when untreated, including infertility, pelvic inflammatory disease, and neonatal pathology, STDs have been shown to influence HIV transmission.6-8 The presence of STD may enhance HIV transmission, and the immunodeficiency associated with HIV infection may alter the natural history, diagnosis or response to therapy of STD.9 10 Despite the extent of the STD problem, and its contribution to the rapid spread of the HIV epidemic, relatively few studies have been per Secondary education was inversely associated with trichomoniasis (-65% decreased risk) and syphilis (~75% decreased risk) with borderline significant decreasing trends in the age-adjusted analyses (table 1) . Nearly 50% of women in the study were housewives and no clear associations emerged with the woman's occupation and STDs. In addition, there was no consistent association with husband's occupation or education (data not shown).
Increasing number of sex partners in the past five years was associated with an increased risk for all STDs; however, the tests for trend were only significant in the ageadjusted analyses, Condom use has been shown to provide good protection against most STDs for men, but the data for women are equivocal. 23 Rosenberg et al24 found that users of condoms had a reduced risk of gonorrhoea and trichomoniasis in a US population, but few studies have reported a protective effect for STDs in African women where the prevalence of condom use is generally very low."'5 Although there was a suggestion of an inverse association of regular condom use with most STDs in our study, the number of regular condom users was too small to draw conclusions.
We observed several significant associations between the different STDs, and also between STDs and candidiasis. As There are several limitations of cross sectional designs in studying STD transmission. Ideally, incidence of STDs should be studied within a cohort study with data on STD treatment, but such studies are difficult and expensive to perform especially in settings where follow up is problematic. Prevalence of STDs, the measure of disease frequency used in cross sectional studies, is a proxy for true incidence and depends on a number of factors including the availability of treatment. In addition, the temporal nature of associations cannot be determined. Furthermore, as many variables were examined for each outcome, some findings may be due to chance, and associations inconsistent with prior hypotheses should be interpreted carefully.
The sensitivity and positive predictive value of combinations of signs and symptoms in the diagnosis of individual STDs was generally low, but specificity remained high. Positive predictive value (PPV) of any screening test is directly proportional to the prevalence of the STD being screened for, suggesting that algorithms with high PPV in high prevalence settings such as STD clinics will have a lower PPV in more general population based settings such as family planning clinics. An important limiting factor in our study in assessing performance of these algorithms is that screening for C trachomatis was not performed. If women infected with C trachomatis have the same risk profiles as the other STDs, then our estimates of PPV will be lower than if we had been able to include chlamydia as an outcome. Indeed, when we examined the performance of the algorithm of Vuylsteke et al'5 under the assumption of a prevalence of chlamydia of 5%, PPV improved moderately but remained low. Because of the relatively high number of false positives from the gonorrhoea algorithm, PPV will remain low, even if chlamydia were determined with perfect algorithm sensitivity. Thus if we had data on chlamydia, we would expect the algorithm to perform only moderately better than our estimate, dependent on the age-specific prevalence of chlamydia in the population.
The use of STD algorithms, based on clinical signs and symptoms for symptomatic women has been advocated for use in developing countries by the World Health Organisation (WHO).26 Such algorithms were used recently in a randomised trial of STD treatment in Tanzania which demonstrated that the diagnosis and treatment of STDs substantially reduced HIV incidence.'7 However, these algorithms have been shown to have relatively low sensitivity and specificity when tested in both high and low prevalence populations.'51828 Algorithms which use scoring systems, based on coefficients from logistic models, show an improved sensitivity and specificity over list-based systems. 15 In our study, the maximum sensitivity reached using this method was around 80%, but at the expense of low specificity, which would result in the unnecessary treatment of potentially large numbers of women detected as false positives. These observations reinforce the continuing need for inexpensive field tests to diagnose specific STDs and improvement of clinical diagnostic algorithms to reduce the impact of STDs and HIV in developing countries.
